Background Widespread and increased availability of oral emergency contraception (EC) over the past 10 years has made little difference to rates of unintended pregnancy, abortion and repeat abortion amongst teenagers. The insertion of an intrauterine device for EC (EC-IUD) is 98-99% effective compared with 85% for oral methods and can be used for ongoing, long-term reversible contraception. However this method is seldom used for teenagers, a group with a high risk of unintended pregnancy, and there is little published data on the use of EC-IUD in this group. Methods An anonymous case note review of EC-IUD use in teenagers in three centres in the UK was conducted to quantify provision, to identify insertion difficulties and short-term complications and to ascertain compliance with national guidance concerning sexually transmitted infection (STI) risk assessment and prophylaxis. Results A total of 103 cases was identified over 4 years (2007)(2008)(2009)(2010) from the three centres (London, Liverpool and Aberdeen). The results show that the majority of fittings were straightforward (94%) with few complications. Antibiotic prophylaxis was deemed necessary in 64% of attenders. Conclusions The authors recommend that with STI screening and appropriate antibiotic prophylaxis, use of IUDs in women under the age of 20 years should be unrestricted both for long-term contraception and for EC.
INTRODUCTION
Widespread and increased availability of oral emergency contraception (EC) over the past 10 years has made disappointingly little difference to rates of unintended pregnancy, abortion and repeat abortion amongst teenagers. Conceptions in this age group remain a major area of public health concern. 1 2 Use of an intrauterine device (IUD) for EC (EC-IUD) is 98-99% effective and offers the option to continue the method for long-term reversible contraception, yet this is seldom offered to teenagers. 3 Young age, nulliparity and sexually transmitted infection (STI) risk are not contraindications to the use of EC-IUD 4 and published guidance suggests that this method should be discussed with all women requesting EC. Providers of oral EC should be able to refer or signpost women to services where prompt EC-IUD insertion is available.
Data on EC-IUD use by teenagers are scarce although there is some evidence of increasing use of IUDs for postcoital contraception in this group over the past 5 years. 3 A retrospective case note review of EC-IUD use in teenagers was conducted in three centres in the UK, with three main objectives: to quantify provision, to 4 regarding STI risk assessment, antibiotic prophylaxis and immediate provision of oral EC were used as nationally accepted, measurable standards of good medical practice when providing EC. These documents recommend pre-insertion screening for STIs in high-risk groups (including age <25 years), consideration of antibiotic prophylaxis to cover at least Chlamydia trachomatis if test results are unavailable at IUD insertion and the provision of oral EC if an IUD cannot be inserted immediately.
All three services complied with local protocols for approval of data gathering for audit purposes. Research Ethics Committee approval was not required as the data were collected by anonymous case note review.
RESULTS
Each of the participating centres is an SRH clinic providing specialised contraceptive care. The Aberdeen and Liverpool clinics are regional centres and the London clinic serves the central area of the city. Each centre provides EC-IUD following self-referral or referral by another agency. For comparative purposes, total EC requests in each centre in 2010 were 801, 5438 and 985 for the London, Liverpool and Aberdeen centres, respectively, of which 89/801 (11%), 1927/5438 (35%) and 377/985 (38%) were from teenagers.
In total, case notes or patient records for 103 EC-IUD insertions in teenage women were identified with 13 performed in London, 64 performed in Liverpool and 26 performed in Aberdeen. Details of the women together with the time of EC-IUD insertion after intercourse are shown in Table 1 . Most of these young women were in the 18-19 years age group and only 10 were aged under 16 years. The majority were nulliparous (87%) and most (71%) required EC following unprotected sexual intercourse rather than for failure of a barrier or hormonal method.
Details of the insertion procedure, its timing, use of local anaesthesia (LA) and cervical dilatation, and outcomes are shown in Table 2 . Only six insertions were described as being difficult and one was not completed. When the EC-IUD could not be inserted immediately, oral EC was provided in all but one case. All women underwent a risk assessment for STI. Swabs were taken in 66 (64%) of cases and antibiotic prophylaxis (azithromycin 1 g orally) was given to 46 (45%) women. Follow up was noted for any women attending the clinic at any time following the EC-IUD insertion either for a routine check or any other reason. Excluding one removal that took place 1 hour after insertion, 27 (26%) women requested removal of the device at some time after their next menstrual period. Their reasons were: pain and bleeding (21, 75% of removal requests), partial expulsion (2, both 3 months post-insertion), planned temporary insertion (2), wishing another method (1) and planning pregnancy (1) . One teenager presented 18 months after EC-IUD insertion with a pregnancy associated with IUD failure. She had undergone an abdominal ultrasound for suspected gallstones 16 months after the EC-IUD insertion and was informed that the IUD was "low lying". No further action was taken until she had a positive pregnancy test 2 months later. There were no clinic records of any other unintended pregnancies in any of the women, but this does not exclude the possibility of pregnancies that were not reported to the clinics.
DISCUSSION
This case note review of 103 EC-IUD insertions in teenagers has shown that the majority of procedures are straightforward, with few immediate complications. Data from the Lifestyle Statistics section of the Health and Social Care Information Centre (HSCIC) 3 show that this highly effective and long-acting method of EC is used less frequently in teenagers compared with women aged over 20 years. In 2011-2012, HSCIC data show that 2% of teenagers requesting EC from a community contraceptive clinic were provided with EC-IUD compared with 8% of women over the age of 20 years. There are no other published studies concerning EC-IUD use in this age group.
Most EC-IUD use was amongst older teenagers, and despite a high proportion (87%) being nulliparous, difficult and failed insertions were the exception as was the need to use cervical dilators. Most devices (87%) were fitted without the use of LA although data were not available to allow determination of whether LA was routinely offered in accordance with FSRH guideline advice, so this may reflect either patient choice or individual practitioner preference.
STI risk assessments were carried out on all teenagers resulting in two-thirds of the group having swabs taken and antibiotic prophylaxis being given to just under half. These findings suggest that practitioners are aware of the need to screen for STIs but seem less likely to give prophylactic antibiotics, perhaps because some teenagers have already been screened or because they are in an established relationship of over 12 months or because they decline antibiotics. The authors feel that there should be a low threshold for prophylaxis in this group as chlamydia is the most common bacterial STI in the UK and rates of infection are substantially higher in teenagers. 1 Although 27% of the women were known to have had their IUD removed at some point after 6 weeks, the primary aim of insertion, the avoidance of an unintended pregnancy at the time of requesting EC, had already been achieved. Eighteen women were confirmed as having their IUD in situ at a later visit to the clinic and the outcome for the remainder (55%) is unknown as they did not return within the duration of the study. Of note is the absence of return by any teenager for an immediate complication. It is impossible to exclude their attendance at other services for this reason but it seems unlikely that significant short-term complications remained undetected. Although this was not a prospective study and full records are therefore not available, it is most unlikely that there were any unintended pregnancies as a result of failure of EC-IUD.
A systematic review of IUD use in adolescents (generally teenagers but with two studies with age ranges up to 20 and 22 years) by Deans and Grimes 6 summarised 13 studies between 1973 and 2007 and concluded that existing data were "sparse and obsolete". None of the studies concerned EC-IUD and 1 (1) *One 'easy' insertion was complicated by device removal 1 hour later due to pain. †One device was removed an hour after insertion as above, the remaining 27 were removed ≥6 weeks after insertion.
‡Retention was recorded if women visited the clinic subsequently and were using the IUD for contraception (time interval 11-35 months). EC, emergency contraception; IUD, intrauterine device.
participant numbers were small. Expulsion rates varied between 5% and 22%. Four subsequent studies have been published, with a total of 328 insertions of IUDs for contraception, but not for EC, in teenagers. [7] [8] [9] [10] These looked primarily at postinsertion outcomes rather than the ease or difficulty of the procedure. Expulsion rates varied from 5% to 15%, there were no perforations and there were two cases of removal within 48 hours of insertion due to pain.
Only three other small studies of IUD use in teenagers (25, 48 and 14 participants, respectively) [11] [12] [13] could be identified and these concerned placement under general anaesthesia (except in one case) either at the time of bariatric surgery or primarily for menstrual control (levonorgestrel intrauterine system). They reported similarly low rates of expulsion but did not comment on ease of insertion.
Published evidence suggests that there is interest in EC-IUD amongst young women 14 and that this interest can be increased by the use of educational interventions designed to inform teenagers about the method. 15 Specialist providers of contraception and health promotion initiatives should encourage women of all ages to use the most effective methods of contraception, which include EC-IUD for teenagers.
CONCLUSIONS
Insertion of an IUD is rarely provided for EC for teenagers although FSRH guidance supports its use regardless of age or parity. The data collected in this study show that fitting devices in teenagers is seldom difficult and, in common with published data, results in very few adverse outcomes. The authors' anecdotal experience suggests that an increasing number of services and practitioners offer LA routinely, which would make insertion even easier. These data should provide some reassurance for those who feel reluctant to offer EC-IUD to teenagers. The incidences of expulsion (2/103, 2%) and early removal for pain (1/103, 1%) in the present study compare favourably with the existing data.
Taken together with a 1% rate of failed insertion, the evidence suggests that the use of intrauterine methods in teenagers, the majority of whom were nulliparous, does not result in significant problems. The authors recommend that with STI screening and appropriate antibiotic prophylaxis, the use of IUDs for EC and for ongoing contraception in teenagers should be reclassified from UKMEC 2 (a condition where the advantages of using the method generally outweigh the theoretical or proven risks) to UKMEC 1 (a condition for which there is no restriction for the use of the contraceptive method), as it is for women aged over 20 years.
